OBJECTIVE: Electronic fetal monitoring is ubiquitous in modern obstetric practice. The fetal heart tracing (FHT) is used to predict fetal hypoxia and acidemia. Our objective was to determine if category II FHT on admission is associated with an increased cesarean rate. STUDY DESIGN: This is a retrospective cohort study at a single academic center using multi-hospital database from 2011-2018. Deliveries with documented FHT category on admission were included. Exclusion criteria included category III FHT, preterm delivery (<37 weeks), multiple gestations, prior cesarean, scheduled cesarean (placenta previa, fetal malpresentation, prior myomectomy), and major fetal anomalies or stillbirth. Planned subgroup analyses of spontaneous labor, induction of labor, nulliparous, and multiparous pregnancies were performed. Multivariable logistic regression was performed for the outcome of cesarean delivery. RESULTS: 16,654 deliveries were included; 16% had category II FHT on admission. The category II and category I groups did not differ by age, BMI, hypertension, nulliparity, or gestational age (P>.05) ( Table  1 ). The groups differed by ethnicity/race (P<.001; category II FHT more common among non-Hispanic black women (23% vs 15%, P<.001)), payment method (P<.001; category II FHT more common among Medicaid/CHIP (17% vs 13%, P<.001)). Inductions and women with preexisting diabetes were less likely to have a category II FHT on admission (P<.001). Cesarean was more likely among the category II FHT group overall and for all examined subgroups ( Table  2 ). The indications for cesarean also differed among the groups (P<.001); cesarean for non-reassuring FHT was more common in the category II group. Nulliparous inductions with a category II FHT on admission had a cesarean rate of 41% compared to a rate of 34% if admission FHT was category I (P¼0.035). CONCLUSION: Category II FHT on admission was associated with a significantly higher risk of cesarean delivery overall and for all examined subgroups. However, even the group at highest risk for cesarean (nulliparous inductions) had only a 41% rate of cesarean if admission FHT was category II. Therefore, admission FHT of category II should not be an automatic indication for cesarean. Our finding that black women and those with government funding were more likely to have category II tracings on admission requires further study and could explain previously reported higher cesarean rates in these groups.
OBJECTIVE: Continuous electronic fetal monitoring (EFM) is widely used to assess intrapartum fetal well-being during labor. However, little guidance is available regarding the frequency and interpretation of marked variability. We investigated the incidence of marked variability before delivery and its association with neonatal morbidity. STUDY DESIGN: This is a secondary analysis of a prospective cohort of 8,580 singleton deliveries from 2010-2015 at 37 weeks or beyond. EFM patterns during the 120 minutes prior to delivery were interpreted in 10-minute epochs. The primary outcomes were 1) a composite neonatal morbidity (death, respiratory distress, mechanical ventilation, suspected sepsis, meconium aspiration syndrome, therapeutic hypothermia, hypoxic-ischemic encephalopathy, & seizure) and 2) a composite adverse acid-base status (umbilical artery acidemia pH<7.10, elevated lactate 4 mmol/L, elevated base excess < -12). Outcomes were compared between women with and without marked variability defined as fluctuations in EFM amplitude of greater than 25 beats per minute ever in last 120 minutes. Adjusted risk ratios were estimated using multivariable logistic regression. RESULTS: Of the 8,580 women, 390 (4.5%) had marked variability before delivery. 757 (8.8%) of neonates had composite neonatal 
